I. Background
Suicide is among the most tragic events in human life, causing serious distress among relatives and friends as well as imposing a great economic burden on society as a whole. Recent research shows majority of suicides in the world (85 percent) occur in low-and middle -income countries 1 WHO figures show a suicide takes place somewhere in the world every 40seconds. Suicide rates are highest in Europe's Baltic states, where around 40 people per 100,000 die by suicide each year, second in line is in the Sub-Saharan Africa where 32 people per 100,000 die by suicide each year. The lowest rates are found mainly in Latin America and a few countries in Asia 3 It is estimated that global annual suicide fatalities could rise to 1.5million by 2020. Worldwide, suicide ranks among the three leading causes of death among those aged 15-44years. Suicide attempts are up to 20 times more frequent than completed suicides Suicide risk is greater at certain points in the illness or episode course. In the course of major depressive disorder, suicidality tends to occur early, often before a diagnosis has been made or treatment has begun. 10 After a suicide attempt, the risk for suicide is also greatest initially, with most suicides occurring in the first year after the attempt. 11 Risk may also vary with severity of symptoms. For example, higher levels of depression have been associated with increased risk of suicide in at least one study.
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In addition, higher levels of suicidal ideation and subjective hopelessness also increase risk for suicide and suicide attempts. 13 With older adults, for example, milder symptoms may be associated with greater risk than moderate symptoms in younger adults.
14 Consequently, clinicians should consider the severity of a patient's illness when assessing suicide risk.
Indian Scenario
According to National Crime Bureau (2001), incidence rate of suicide was 11 per lakh population during 2004. 15 Suicide is one of the 10 major causes of death in India. India ranks second in number of suicide death.
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In 1984, around 50,000 people committed suicide. In 1994, around 90,000 people committed suicide. Number of suicide attempts is around 10 times than that of the number of suicides. Pondicherry is considered to be currently the highest rate area (7 times the national rate, i.e. 70 per lakh) followed by West Bengal. 16% of the people, who commit suicide in these two states, are below 30 years of age. Other high risk areas include Maharashtra, Andhra Pradesh, Karnataka, Tamil Nadu and Kerala. Among the 89,195 cases of suicide 52752 (59%) were males and 36443 (41%) were females, making males to females ratio 1.45:1. 17 The majority of suicides in India are committed by those below the age of 30years. The fact that 71% of suicides in Indiaare by persons below the age of 44years imposes a huge social, emotional and economic burden on the society. 18 Suicide rates are nearly equal among young men and women 19 , with a consistently narrow male to female ratio at 1.4:1 Statistics show that more Indian women die by suicide than their Western counterparts. Poisoning (36.6%), hanging (32.1%) and self-immolation (7.9%) were the most common methods used to commit suicide. 18 It is estimated that 1 in 60 persons are affected by suicide. It includes both those who have attempted suicide and those who have been affected by the suicide of a close family or friend. Thus, suicide is a major public and mental health problem, which demands urgent action.
Suicide in India is slightly above world rate. Of the half million people reported to die of suicide worldwide every year, 20% are Indians. 20 In a study published in The Lancet in June 2012, the estimated number of suicides in India in 2010 was about 187,000.A large proportion of adult suicide deaths were found to occur between the ages of 15 and 29years, especially in women. 21 The southern states of Kerala, Karnataka, Andhra Pradesh and Tamil Nadu have a suicide rate of greater than 15 while in the Northern States of Punjab, Uttar Pradesh, Bihar and Jammu & Kashmir, the suicide rate is < than3.
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Early detection of suicidal individuals, accurate diagnosis and effective treatment of psychiatric disorders (especially MDD) and improving a physician's recognition of depression and suicide risk evaluation is a significant component of suicide prevention.
There are few epidemiological studies on suicide and attempted suicide in Manipur. Fimate et al, 23 reported that there has been a steady rise in the incidence of hanging in Manipur with a sudden rise from 1986 and peak incidence in 1988. The high incidence is found among younger age group and may also be indirectly related to the high incidence of drug addiction in Manipur.
In our society, suicide has become an increasing public health problem. Despite suicide being closely associated with major depressive disorder, very little research work has been undertaken in Manipur. As a result it will be worth studying on the subjects of suicidal risk assessment in major depressive patients. The findings will help in carrying out effective preventing measures to prevent subsequent fatal suicide acts.
Aims And Objectives
The aims and objects of the study were: 1.To study the socio-demographic factors for suicidal risk behavior in patients with major depressive disorder. 2. To study the correlation between suicidal risk behavior and clinical variables of depression. 3. To study the correlation between degree of MDD Severity and Suicidal risk behavior.
II. Materials And Methods
The study is a hospital based cross-sectional study. Procedure:The patients and their care givers were explained about the procedure and the purpose of the study and those willing to participate and give written consent were enrolled in the study and their sociodemographic data were recorded in a Semi-structured proforma.Patients fulfilling DSM-IV-TR Criteria for major depressive disorder was taken up for study and were administered the 17-Item Hamilton Rating Scale for depression to measure the severity of depression.
Suicidal Intent Questionnaire was employed and the total score was taken to assess the presence of suicidal ideation and its intensity or severity. After meticulous workup with the above procedures, the collected data were tabulated and assessed for the correlation between suicidal risk behavior and clinical variables of depression.
III. Results
During the study period of 1year, 50 patients with suicidal attempts who were attending the psychiatric OPD as well as admitted in the psychiatric ward of RIMS were assessed.
I). Sociodemographic profile:
It is observed that the age distribution in the study sample ranges 17 to 56 years (mean age=29.04 and SD=8.44) which shows a considerable increase in suicide attempt at the age group of 21-30 years with 46 percent, and at the age group of 31-40 years with 26 percent. The Gender distribution of the sample revealed a male preponderance (n= 33; 66 %) compared to female (n= 17; 34%).
Majority of the patients, were single unmarried(n=31;62%),under matric (n=26;52%),unemployed(n=20;40%)or students(n=10;20%), having a majority of family income in the range of Rs 10,000 or less( n=21;42%) mostly belonging to Hindu religion (n=33;66%) , joint (n=36;72%) or nuclear family(n=14;28%),it is also observed that most of the patients are from urban background(n=32;64%)as compared to rural (n=18;36%). respectively. b) According to SIQ Score: Frequencies of SIQ Score is highest in definite communicator (n=29; 58%), followed by partial communicator (n=13; 26%), and non-communicator (n=8; 16%) C) According to Suicidal behavior: It is observed that among the subjects with suicidal behavior, majority of the subjects is found to have Suicidal ideation (n=21; 42%), followed by suicidal attempt (n=14; 28%), suicidal threat (n=8; 16%), whereas no history of suicide attempt is found in (n=7; 14%) d)According to precipitating factors: the precipitating factors for suicidal risk behavior are stressful problems (n=10;20%),failure in love (n=9;18%),low self-esteem & marital disharmony (n=6;12%)respectively, quarrelling with parents(n=5;10%),financial difficulties & loss of near ones(n=4;8%),conflict with family members & current illness related (n=3;6%) e) According to Mode of suicidal attempt: Most common method used were Organophosphorous poisoning (n=5; 10%), followed by kerosene poisoning (n=3; 6%).Patient also used other less common violent methods i.e. burnt (n=1; 2%); cut injury & hanging (n=2; 4%) respectively. iii) Relation between Suicidal Behavior and Socio-economic factors with respect to A) Age: Suicide risk behavior is higher in the age group 21-30years (n=23) where number of suicidal attempt is (n=9), suicidal ideation (n=11) & suicidal threat is (n=3). B) Sex: Among the males (n=33), it is observed that suicidal attempt is present in (n=7), suicidal ideation (n=13), suicidal threat (n=7), and no suicidal attempt is (n=6) c) Religion: Among the Hindus (n=33), it is found no suicidal attempt in (n=6), suicidal attempt in (n=10), suicidal ideation (n=11), and suicidal threat in (n=6) cases. ideation in (n=21) and suicidal threat in (n=7) cases. C) Insomnia Early: Among (n=35) patients having symptoms of Insomnia Early, no suicidal attempt is present in (n=3), suicidal attempt (n=11), suicidal ideation (n=15), suicidal threat (n=6), D) Insomnia Middle: It is found that (n=14) number of patients having insomnia middle symptoms, were found to have no suicide attempt in (n=1) patients, suicidal attempt in (n=5), and suicidal ideation in (n=8) patients. E) Insomnia Late: (n=27) number of patients having insomnia late symptoms were found to have no suicide attempt in (n=3), suicidal attempt in (n=9), suicidal ideation in (n=10) & suicidal threat in (n=5) patients. F) Work activities: Among (n=49) cases having work activities symptom, no suicidal attempt is present in (n=6) cases, suicidal attempt (n=14), suicidal ideation in (n=21), & suicidal threat in (n=8) cases G)Motor Retardation: It is observed that in (n=2) cases having motor retardation symptoms, suicidal attempt is present in (n=2) cases H)Agitation: Out of (n=30) cases having symptoms of agitation, (n=12) cases are having suicide attempt, (n=12) suicidal ideation, and (n=6) cases having suicidal threat. I)Anxiety Psychic: Among n=29 patients having anxiety psychic symptom, suicidal attempt is present in (n=9) cases, suicidal ideation in (n=13), and suicidal threat in (n=7) cases. J)Anxiety Somatic: It is observed that (n=37) cases having anxiety somatic symptoms were found to have no suicide attempt in (n=6) cases, suicide attempt in (n=7), suicidal ideation in (n=21) and suicidal threat in (n=3) cases. K) Somatic Symptoms-Gastrointestinal: (n=45) number of cases having somatic symptom Gastrointestinal were found to have no suicide attempt in (n=6) cases, suicidal attempt in (n=11), suicidal ideation in (n=20), and suicidal threat in (n=8) cases. L) Somatic Symptoms-General: Among (n=34) cases having somatic symptoms General, (n=3) cases are having no attempt, (n=7) suicidal attempt, (n=17) suicidal ideation, and (n=7) suicidal threat. M) Genital Symptom: (n=11) cases having Genital symptom presents with no suicide attempt were (n=1) cases, suicidal attempt in (n=1), suicidal ideation in (n=8), and suicidal threat in (n=1) N) Hypochondriasis: In (n=32) cases of Hypochondriasis symptoms, no suicide attempt is present in (n=5) cases, suicide attempt in (n=7), suicidal ideation in (n=14) and suicidal threat in (n=6) cases. 
ii) Clinical profile:

O)
Weight loss: Among (n=29) cases having symptoms of weight loss, were found to have suicidal attempt in (n=12) cases, suicidal ideation in (n=12), and suicidal threat in (n=5) cases. P) Insight: Out of (n=45) number of cases having Insight, cases having no suicidal attempt were (n=7), suicidal attempt (n=12), suicidal ideation (n=20), and suicidal threat in (n=8).
IV)
Relation between MDD Severity with respect to SIQ Score. As depicted in (Table: 1) it is found that SIQ Score is highest in the Definite communicator group (n=29), followed by Partial communicator group (n=13), and least in the non-communicator group (n=8) whereas MDD Severity is highest in the moderate degree (n=24) followed by severe degree (n=13), mild degree (n=6), very severe (n=4) and normal (n=3). This finding shows that SIQ Score is found to increase with increase with increase of MDD Severity. 
V) Relation between MDD Severity and Suicidal risk behavior
It is observed in (Table: 2) that maximum number of suicidal ideation (n=15) were having moderate of MDD Severity, (n=8) suicidal attempts were having severe degree of MDD Severity, (n=5) suicidal threat were in moderate degree of MDD severity, no attempt (n=4) in mild degree of MDD severity. It is observed that suicidal risk behavior increases with increase of MDD Severity. 
IV. Discussions
A. Socio-demographic characteristics 1)Age:In this study majority of the patients with suicidal risk behavior were in the age group of 21-30 years (46%). This is comparable to Indian studies which revealed the vulnerable age group being those between the ages of 18 to 30 years.
25, 26 this may be due to biological vulnerability, insecurity about the future, unemployment, problems of drug addiction, academic failure, marital disharmony and emotional problem.
2)Sex:Males form the majority of the study sample consisting of (66%) compared to females (34%) which is consistent with other Indian study who reported males (61.3%) and females (38.7%).
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This gender differences can be explained by a number of factors. Men who are depressed are less likely than women to seek help or treatment and are more likely to have comorbid alcohol or substance abuse problems which places men at higher risk. In contrast, women tend to be less impulsive, have more social support, and have lower rates of comorbid alcohol and substance use disorder, all of which have a protective effect. However, this is at variance with Western study wherein majority of attempters were females.
Religion:
It is found that (66%) are Hindu, (20%) are Christian and (14%) are Muslims. Similar finding was found in previous studies which reported Hindus being (76%) and others (24%). 29 This significantly high percentage of Hindu may be due to dominated Hindu domiciles of the place 4. Marital status:The percentage of unmarried (62%) was significantly higher in the study population. Married were (32%), divorce and widows constituted only 4% and 2% respectively. Gupta S.C et al found unmarried (62%), married (32%), divorced and widowed (6%) which is comparable with the present finding. 29 this high percentage in unmarried individuals may be due to the fact that unmarried depressed individuals have decreased social integration and lack of sense of responsibility toward others so they were more vulnerable to suicide risk behavior.
5.
Residence:(n=32; 64%) were from urban background and (n=18; 36%) were from rural background. The fact that predominance cases were from urban backgrounds perhaps reflects the transition of the Indian society and the stress associated with it. This higher percentage of patients from urban area found in this study may presumably be due to awareness of the need to seek medical help which is favored by the easy availability of the means of transportation in the urban set up. Lack of the same may be the reason for lower number of patients from rural areas .This finding is consistent with other Indian studies 25, 29.
6. Occupation: Unemployed individuals made up the maximum percentage (40%) whereas (20%) were students, (16%) were business, and (14% & 10%) were employed and housewife respectively. In a study on employment status in a sample of (n= 137) of suicide attempters and reported that (46%) were unemployed, 15.3%) were employed as farmer, (26.3%) were laborer, (1.5%) were drivers, (7.3%) were housewife and (3%) were students. Those unemployed were significantly over represented in the suicide attempters than in controls.
31 other studies also report similar findings.
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7. Family income/Financial status: It is observed that majority of the cases belongs to low socioeconomic status (42%) then followed by lower middle (34%), upper middle (14%) and the least was found in upper group (10%). Lower socio economic backgrounds had elevated risk for suicidal behavior is in agreement with the studies reported by previous authors 6,32,27,33 .
Educational qualification:
It is observed that under matriculate group (52%) constitutes majority of the total sample followed by undergraduate (28%) and graduate (14%) & illiterate (6%), indicating a higher rate towards the lower educational status. Result suggest that lower education may predispose a person to suicide risk behavior through stress, poverty, unemployment, and substance related disorder .Similar observation is also reported by earlier studies. 9. Type of family: This study shows that more number of the subjects belonged to joint families (72%) as compared to nuclear families (28%). In India the joint family concept still exists and people are living in joint rather than in the nuclear family set ups. This high frequency among the joint family is probably related to the stress within the joint family which is very common. This may be the contributory factor as to why such a significant high percentage of patients come from joint family. More number of joint family as found in this study is in consistent with previous studies.
34, 35
B.Classification according to MDD Severity: The frequency of MDD severity is highest in moderate group 24 (48%), followed by severe group 13(26%), 6(12%) in mild group, and 4(8%) & 3(6%) in very severe group and normal group respectively. This results shows higher severity of depression is a risk factor for suicidal behavior which is similar with that reported by earlier study.
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C. Classification according to SIQ Score: Majority of the study sample had severe suicidal intent (58%) followed by moderate suicidal intent (26%) and low suicidal intent (16%). The frequencies of SIQ Score is highest in definite communicator (58%), followed by partial communicator (26%), and non-communicator (16%). Similar findings that suicide intent is more with higher SIQ Score of the patients is suggestive of higher suicide intent is also reported by earlier studies.
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D. Classification according to Suicidal Behavior: It is observed that among the subjects with suicidal behavior, majority of the subjects were found to have suicidal ideation (42%), followed by suicidal attempt (28%), and suicidal threat (16%). Similarly earlier studies reported that all significant suicidal risk factors were more strongly related to ideation than to progression from ideation to plan or an attempt 12 .In a study on adolescent students found the prevalence of suicide risk behavior is quite high with almost 16% having suicide ideation and 5% having attempted suicide. F. Method of suicide attempt:Organophosphorous poisoning was the most frequent method employed for attempting suicide (10%).Patient also used other less common violent methods, Kerosene poisoning (6%) burnt (2%), cut injury & hanging (2%) respectively .Easy availability and lack of safety precaution during storage at home make Organophosphorous agents as the first choice employed for attempting suicide by the attempters.In an Indian study on a total of 504 suicidal attempters admitted to emergency wards, the frequent mode of attempting suicide was by organophosphorus compounds (66.3%) followed by over dosage of tablets (17.8%).
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G. Relation Between Mdd Severity And Suicidal Intent/Behavior.
1. MDD severity mode w. r .t SIQ scores: The correlation between MDD severity mode and SIQ Score is statistically significant (P<0.01) which reveal that SIQ score increases with increase in the degree of MDD severity. Similarly, positive correlation (r = 48, p< 0.05) between scores of depression and SIQ score was observed in other study. 42 2. MDD severity mode with suicidal behavior: Degree of MDD severity have been shown to correlate with suicidal behavior of the patients (P<0.01).We observed that suicidal risk behavior increases with increase in the degree of MDD severity. This finding is comparable with other study which confirmed the association between severity of depression & suicidal behavior 43 .
V. Conclusion
This study shows that depressed young patients in the age group 21-30 years, male, unmarried, unemployed, joint family,from low socio-economic class having stressful problems, with agitation, anxiety and having high score on SIQ and high degree of MDD severity were more vulnerable to suicide risk behavior. This study also identifies suicidal ideation as the commonest risk factor for suicidal behavior. However higher scores on subjective depression, higher scores on SIQ were reported by the ideators and attempters. Patient with high suicide intent score should be referred to mental health specialist for urgent mental health assessment, because they are at high risk of completed suicide. The correlations observed between suicidal behaviors with clinical variables of depression suggest that timely recognition of suicidal behavior in depressed patients is an equally crucial factor in the implementation of effective preventive policies. This study reveals that suicidal risk behavior among the vulnerable groups needs to be evaluated and managed effectively in order to reduce the rates. This study also stresses the importance for professionals like general practitioners to be trained to identify suicidal risk behaviors so as to facilitate referral and effective management. Indian studies in this area are very few and there is a great need to conduct research in this area. Since the present study is merely confined to one general hospital (RIMS, Imphal), it is not possible to generalize these findings to all population. As such, community based studies in the field, which can reveal a true picture of suicide risk behavior in major depressive patients should be undertaken. The present study suggest the need for early, prompt diagnosis and treatment of major depression so as to prevent such suicidal behavior.
VI.
